A CASE OF TUMOR OF THE OCCIPITAL LOBE. 1 


By Philip Zenner, A.M., M.D., 

OF CINCINNATI. 

The following case of tumor of the brain is reported be¬ 
cause its clinical history is one of unusual interest. 

Mr. A., aged forty-three. Patient comes of a gifted but 
eccentric family. His father is said to be mentally unsound, 
and to have been so for many years. Patient himself is a bril¬ 
liant man, with some tendencies to eccentricity. He has oc¬ 
cupied all positions on a newspaper, and now has been a rail¬ 
road man for many years. He has been the manager of many 
men and affairs, and thereby accustomed to be very active 
and busy. He has been a heavy smoker for years, and also 
has been addicted to the use of considerable whisky daily. 
He denies syphilis, but his wife has had several miscarriages. 
The history of headache in his case is not clear ; and its causes, 
considering his habits and all, are, also, in doubt. It seems 
probable that the last four or five years headaches were com¬ 
mon, but that they were worse the past year or two, during 
which time he was accustomed to take one or several head¬ 
ache powders daily. A powder usually relieved his headache 
at once, so that he could continue his work without interrup¬ 
tion. In this way he got into the habit of taking a powder 
whenever he felt a headache coming on, and, very likely, 
rarely a day passed that he did not take several. 

As before stated, the nature of these headaches is not alto¬ 
gether clear; that is, how far they were due to his habits, how 
far to a growing neoplasm. 

His last illness appears to have begun abruptly February 
n, 1903. On that day as he got off of a street car he ran 
into a post on his right side which he did not see. From like 
experiences it soon became apparent that he did not see on 
the right side. It is quite probable that the loss of vision 
came on suddenly on the date mentioned. An examination by 
Dr. C. R. Holmes on the following day revealed an almost 
complete right hemianopsia. The left half of the field of vis¬ 
ion was normal in outline. Vision in the left eye was 20—20. 
In the right eye there was an old amblyopia, vision 20—200. 
Disks were normal. From this time patient suffered with 
severe and continuous headache. There was also, especially 
at times, some slowness of thought and difficulty in finding 
words. One night there was such a degree of mental confu¬ 
sion that the patient did not know where he was. 

1 Read by title at the meeting of the American Neurological Association, 
September 15, 16 and 17, 1904. 
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On February 26, 1903, Dr. Holmes found the disks cloudy 
at the margins and congested, the condition being more 
marked in the right eye. 

I first saw the patient March 3, 1903, in consultation with 
Dr. A. Schwagmeyer. He was in bed and suffering severely 
with headache, which was chiefly on the left side, and frontal. 
He thought the pain had been chiefly on the left side for 
several days, but was uncertain just where it had been prior 
to that time. But both at this time and subsequently there 
was a certain indefiniteness as to the location of pain. His 
answers were rather vague; often he would not pretend to lo¬ 
calize the pain. His mind appeared clear. He answered ques¬ 
tions readily, had no difficulty in naming objects, and ex¬ 
pressed himself well. The right hemianopsia was very ap¬ 
parent, and there was at this time well marked double optic 
neuritis. Otherwise there was no paralytic manifestations. 
The pupils responded to light, and responded equally well 
whether the light was thrown in from the right side or the left 
(Wernicke’s pupillary response). There was no motor par¬ 
alysis or ataxia anywhere. All kinds of sensation, including 
stereognosis, were normal. The knee-jerks and plantar re¬ 
flexes were normal. The patient could read, and wrote his 
name fairly well. His pulse was only 60. His sleep was very 
poor on account of pain, and his appetite and digestion were 
not good. 

My diagnosis was tumor in the left occipital lobe. Though 
he gave no history of syphilis, he had been receiving inunc¬ 
tions of mercury for about a week. After discontinuing this 
for some days we began giving mercury hypodermatically, 
and subsequently iodide also. The latter was given but a 
short time on account of the condition of the stomach. 

From the date of my first visit I continued to see the pa¬ 
tient with longer or shorter intervals until the fatal termina¬ 
tion of his disease, five months later. 

The most striking feature in the subsequent history was 
the ups and downs of the patient. There were periods of 
steady improvement so great as to delude both friends and 
physicians with the hope of recovery, to be inevitably followed 
by periods in which the condition was worse. I will attempt, 
with the aid of some notes taken at some of my visits, to give 
a picture of his varying state, as well as of new symptoms 
as they arose. 

March 21. Patient had been improving since the time of 
my first visit March 3; has had less headache, mind mostly 
clear, no difficulty in speech, and appetite better. 

March 26. Since last date, headache much worse, more 
difficulty in collecting thoughts. Hitherto relief of headache 
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was attempted with phenacetin, etc., which was never more 
than partially successful, and, in a few instances, morphia 
grs. % hypodermatically. To-day, on account of the bitter 
complaints of the patient it was decided to try what a few 
days relief by means of morphia given rather freely (hypo¬ 
dermatically) would accomplish. 

April 3. The morphia appears to have had a very bad ef¬ 
fect. He clamors for it repeatedly during the day, and, if the 
injection is delayed at all, becomes violent. Otherwise he 
has become much worse. His stomach has become so bad 
that for some days he has refused food almost entirely. He- 
has not permitted them to clean his mouth, which has become 
foul and offensive. His mind has become very much con¬ 
fused. He constantly uses the wrong words in speech—para¬ 
phasia—and manifests great irritability. For some days it 
has been observed that he is likely to drop objects, cigarettes, 
etc., held in his right hand. The rapid and great change in 
his condition, together with the almost absolute abstinence 
from food, gives a very critical aspect to his case. He is get¬ 
ting about two grains of morphia daily, and pupils are rather 
small and sluggish. With the idea that a large part of the 
present state was due to morphia he was on this date removed 
to the hospital and given a special nurse. 

April 4. Only ^ grains morphia in 24 hours. Patient 
calls attention to impairment of sensation and impaired use 
of right hand. An object placed in left hand was recognized 
at once; put in right hand (eyes closed), it fell out again, ap¬ 
parently unnoticed. Plantar reflex; left side flexion; right 
tendency to Babinski, and much less response than on the 
other side. 

April 8. Mercury discontinued, because of a very sore 
mouth, perhaps altogether due to the long time neglect. Now 
the mouth is being properly attended to, for his mental con¬ 
dition, as well as his stomach and whole condition, is much 
better. 

April 15. Headache has been better, so that grains- 

morphia daily suffice; mind clear; no apparent difficulty in 
speech. Uses his right hand fairly well. Stereognosis fair or 
good. Plantar reflexes indefinite right and left—a sudden 
jerking away of the foot. Takes a fair amount of nourish¬ 
ment, chiefly fluids. His pulse for days has been 100 or a 
little above. He read some moderately fine print. His mouth 
is again normal. The injections of mercury were resumed and 
continued a month or more. 

April 20. Has been getting worse since last note. More- 
headache ; receives grains morphia, or more, daily. Mind 
somewhat confused. Considerable paraphasia. Uses his right 
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hand little, or none. All this time he has been in bed. It is 
observed that he moves the right leg less than the left. Pulse 
72 to 84. 

April 21. Would remain in the hospital no longer; went 
home. 

May 2. No marked change since. Received from % to yh 
grain morphia daily. (It is always the custom to put off an 
injection as long as his patience will permit. The injections 
are given only by his physician, another cause for ofttimes 
delay.) Mind and speech as last noted. Right hand, grasp 
very feeble, movements very ataxic. Complete astereognosis 
and loss of tactile sensation. Painful impressions fairly felt, 
and localized. Plantar reflexes: left, flexion; right, Babinski. 
Right leg weaker than the left, no marked impairment of sen¬ 
sation in right foot. The act of showing the teeth reveals a 
slight right-sided facial paralysis. Sensation in face normal. 
Patient vomited twice; not cerebral vomiting, but due to a 
bad stomach. 

May 12. The knee-jerk is more marked on the right side, 
and there is a suggestion of ankle clonus on the same side. 

June 6. There has been a more or less steady improve¬ 
ment since the last note. The paralysis of arm, leg and face 
has disappeared, or about disappeared. All qualities of sen¬ 
sation in the hand appear to be normal. He had been in bed 
since ill, at times not able to stand, but now he is out of bed 
again and walks with a fair degree of steadiness, and on this 
date he took a drive of some miles to the oculist’s office. All 
the tendon reflexes are normal. The plantar reflexes are again 
indefinite. He suffers less with headache than any time since 
ill, a large part of the time being quite comfortable if not 
quite free of pain. He feels for the first time as though he 
were getting well, and as though his mind were beginning to 
resume its former vigor, takes some interest in his business, 
and dictates some business letters. The only objective symp¬ 
toms are those of the eye, hemianopsia, and difficulty of read¬ 
ing. In trying to read he often guesses wildly, just how far 
the latter is due to poor vision it is difficult to say. Dr. 
Holmes’ examination on this date reveals still very marked 
choked disks in each eye, though the process appears to be 
receding, with convex lenses of 1.75 dioptries his vision is 
20—30. With + 3-5 he reads small type though only a few 
letters at a time. 

July 1. The past three weeks has been worse again, more 
headache, mind less clear, arm and leg becoming paretic, 
though less markedly so than as noted May 2. 

July 6. Only counts fingers at six feet. The left (the re- 
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tained) half of the field of vision contracted to less than half 
its normal size. 

July 13. Condition improved the past two weeks. Right 
leg and arm (including reflexes) proximately normal. Chief 
mental condition to be noted is obstinacy and poor judgment. 
Insisted on a number of occasions of going some distance to 
his dentist, without pressing need, and contrary to advice, 
and now determined to visit friends at Mt. Lookout, Chat¬ 
tanooga. 

July 26. Went to Chattanooga July 14, and returned a few 
days later very much worse. While he walked fairly well 
when he left, he could not walk at all unsupported on his re¬ 
turn. 

On this date I find him quite somnolent, pulse 72, though 
Dr. S. says for several days it has been 60 or less. The right 
upper extremity appears to be completely paralyzed; when the 
sole of the paralyzed foot was pricked with pin it was jerked 
away—no farther test of power of leg possible in present 
mental state. 

No ankle clonus, no tendon reflexes elicited in the arms. 
There is complete paralysis of left third nerve, pupil large, 
eye looking directly in front ; the only possible movement is 
outwardly. Dr. S. first noticed this paralysis of third nerve a 
few days ago. Patient is about blind. Does not recognize 
any one by sight; but striking at the open eye causes him to 
wink. 

August 4. Is absolutely blind. Paralysis of 3d nerve as 
before noted. Right arm flexed at all joints and rigid. Has 
been so a few days. Ankle rigid. Is delirious. Pulse for 
some days varied from 60 to 100. Breathing at times bad, 
with tendency to Cheyne-Stokes. 

Died August 9, 3 a.m. The last few days the mental ob- 
tundity and bad breathing increased. He was comatose about 
half a day before death. 

There are a few points not mentioned or not clearly 
brought out in the preceding history. Most of the time the 
patient had a bad stomach, had to be fed carefully, at times 
vomited, but in all this there was, at no time, what might be 
termed cerebral vomiting. 

Very frequently in the last month or two he was found 
with a slightly elevated temperature, 100 or more. 

The aphasic symptoms presented were paraphasia and, 
perhaps, alexia. To a slight extent the paraphasia was ob¬ 
served almost in the beginning. In his good periods it was 
absent or almost so. But in his bad periods it was very 
marked, and very annoying to the patient. It was manifested 
in using wrong names. If he called for a cigarette (during 
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the whole period of his illness the craving for tobacco was 
always present) or a match, or a drink or the like, he was very 
likely to use the wrong word (book for cigarette, etc.), so 
that at times it was difficult or impossible to find out what 
he wanted. As to the alexia, in the beginning he read very 
well. He was not tested often on account of his headache, but 
at a later period, he would often guess wildly in reading, which 
could scarcely be accounted for by mere impaired vision, and 
not unlikely, indicated alexia. 

I was not in the city at the time of the death of the patient, 
and did not see the autopsy. Unfortunately the specimen was 
spoiled somewhat in its removal. But a very large tumor was 
found occupying the larger part of the occipital lobe. A part 
of the apparent tumor was softened brain tissue. A micro¬ 
scopical examination showed the tumor to be a sarcoma. 

At the time of my first examination the diagnosis of tumor 
of the occipital lobe was made. ■ With such a diagnosis the 
question of operation naturally arose. Of course operation 
could not be advised before the efficacy of remedial measures, 
mercury and the iodides, had been tried; and the very rapid 
improvement, at different times, also, put the question aside. But 
apart from these factors, the case from the beginning did not seem 
a suitable one for operation. The sudden onset of hemianopsia 
indicated both a vascular and deep seated growth. The further 
history, great fluctuation of symptoms and appearance of motor 
and sensory symptoms seemed to verify the opinion that the 
tumor was vascular and deep seated, and to indicate, also, that it 
was extensive. For this reason though the question of operation 
was discussed with the family, an operation was not advised until 
after the examination of vision made July 6. It then became 
apparent that the patient was rapidly becoming blind, at a 
time, too, when his general condition was very good, so that 
one could not tell how long he might live. For that reason 
an operation (I had in mind either a large osteoplastic, with 
the object of seeking the tumor, or the mere removal of a 
piece of bone, for the purpose of relief) was strongly urged, 
but refused by the family. The autopsy shows that the radi¬ 
cal operation could not have been successful. 



